Background: Engagement is commonly considered important in stroke rehabilitation, with some arguing it is essential for positive patient outcomes. An emerging body of research indicates the practitioner influences engagement through their ways of relating, communicating and working with the patient. People experiencing communication disability may face particular challenges with engagement as a practitioner's communication and interactional patterns may limit their ability to engage.
Introduction
Damico, 2009), demonstrating how engagement was co-constructed through the interaction between the patient and practitioner, influenced by patient factors such as cognition and emotion (Simmons-Mackie and Damico, 2009 ) and practitioner actions such as their verbal and non-verbal actions, activity selection, and delivery of instructions (Simmons-Mackie and Kovarsky, 2009; Horton et al., 2011) . Engagement practices were socioculturally located, influenced by institutional values and priorities, and practitioners' understandings of how patients should behave (Horton et al., 2011) . While these two studies provided detailed descriptions and analysis of individual treatment sessions, there remains little knowledge about the engagement process throughout the course of rehabilitation, as it occurs between patients and a diverse and representative range of rehabilitation practitioners.
The aim of this research was to develop rich understandings of the process of engagement for people experiencing communication disability after stroke, and in particular, examining how rehabilitation practitioners worked to engage patients throughout rehabilitation.
Methods
This research was embedded within a wider study of patient engagement in stroke rehabilitation (Bright, 2016) . This wider study had two components: an interview-based study exploring how people experiencing communication disability and practitioners conceptualised and experienced engagement; and an observational study exploring how engagement was enacted in rehabilitation. This paper draws on data from the observational study.
Engaging people in stroke rehabilitation 7 The research was underpinned by the Voice Centred Relational Approach (VCRA), a qualitative methodology which attends to the different voices (perspectives and stories) within a person's communication (Mauthner and Doucet, 1998) . It takes the perspective that there are multiple voices within a person's story. Understanding these voices, how and when they arise, and how they interact can give nuanced insight into a phenomenon (Mauthner and Doucet, 1998) . Our use of the VCRA is situated within a relational ontology and social constructionist epistemology, taking the position people exist within relationships, and that knowledge is socially constructed through interaction (Bright et al., 2018) . The methods for the research have been published in-depth elsewhere (Bright et al., 2018) .
The research was located within a rehabilitation service in a district health board of a large city in New Zealand. Rehabilitation was provided in both an inpatient unit and a community based service. The inpatient unit provided multi-disciplinary rehabilitation for two-twelve weeks, depending on patient needs and priorities. The community service provided intensive community (home) based rehabilitation for six-to-twelve weeks. Organisational and ethical approvals were obtained before data collection commenced.
Participants
Twenty-eight patient-practitioner dyads participated in this research, involving three patients and 28 rehabilitation practitioners. One patient participated twice, once as an inpatient, and once as a community service user meaning this study has three patient participants over four rehabilitation episodes (see Table 1 ). We have used pseudonyms to help ensure confidentiality. We used purposeful sampling, seeking diversity in type and Engaging people in stroke rehabilitation 8 severity of communication impairment (measured by the OHW Scales (O'Halloran et al., 2009b) ), ethnicity and rehabilitation services used. Eligible patients were approached by a recruiting speech-language therapist who was employed by the district health board.
Patients were eligible to participate if over 18 years of age, able to communicate with the researcher with supported conversation (Kagan, 1998) , and living at home or were anticipated to return home. Potential participants were given information about the research and if interested, their details were provided to the researchers. The researchers then met the patients and family to discuss the study. Informed consent was gained before commencing data collection, using supported conversation techniques.
---Insert Table 1 here---Each practitioner initially involved in the patient's care was approached once the patient participant had consented. Initially, all practitioners were approached. As the study progressed, we employed purposeful sampling to identify potential practitioner participants, seeking diversity in professional role and experience. Of the 29 practitioners invited to participate, 28 practitioners consented to take part (Table 2) . We provide limited information about the practitioner participants to ensure internal confidentiality (Kaiser, 2009; Tolich, 2004) , limiting the possibility of participants being identified by other participants or readers. This was a requirement of our ethics committee approval.
---Insert Table 2 here ---
Data collection
Data were gathered through multiple means: observations of clinical interactions, team and family meetings (n=160 observations over 147 hours); interviews with participants (n=108); and stimulated recall interviews with participants (n=5). These interviews used excerpts of videos of interactions to elicit thought processes and feelings about the interaction (Gass and Mackey, 2000) . The data collection process is summarised in Figure 1 . All data collection was completed by the first author.
--Insert Figure 1 around here--The primary mode of data collection was observations. Most interactions between each patient-practitioner dyad were observed in the first two weeks of rehabilitation. Subsequent observations were event-sampled, observing events that were anticipated to be data rich as informed by previous data collection (i.e. a dyad in which one or both parties reported strong engagement), or were common events (e.g. ward round), or represented a variety of forms of interaction (e.g. informal interactions in the dining room). All interactions were audio-recorded with most event-sampled interactions being video-recorded. Field notes were recorded during and/or after observations, and after reviewing recordings.
Short debrief interviews (n=93) were completed after observed interactions, exploring each participant's perspectives of that specific interaction, asking questions such as "tell me about what you did to engage the patient in that session?" (practitioner) and "how engaged did you feel?" (patient and practitioner). While it was intended these would be conducted after most, if not all observations with both the patient and practitioner, practicalities such as patient fatigue or their rehabilitation timetable, or practitioner commitments, meant this did not always happen. Semi-structured interviews (n=15) were conducted after discharge, exploring broader perceptions of engagement throughout rehabilitation as well as their thoughts and feelings about engagement and professional practice. Questions included "How did you perceive your patient's engagement?", "Can you tell me about your own engagement throughout rehabilitation?" and "What are the key values which inform how you work?". These interviews were completed with purposefully selected participants, namely, practitioners who were observed four or more times, or those where previous data gathering suggested an interview may assist in developing a more comprehensive understanding of engagement practices. All patient participants were invited to participate but all declined.
Stimulated recall interviews with five practitioners were conducted during the patient's episode of care. Interactions were selected for several reasons: patients and/or practitioners identified the interaction as significant in enhancing or diminishing engagement; the interaction was considered 'typical' for the dyad; or the interaction was perceived to be markedly different to usual sessions, by participants or by myself. A five-to-ten minute video recording was shown to the participant before they were asked to talk thought what happened, and what they were thinking as they were working.
Data analysis
Data collection and analysis was iterative, occurring concurrently with each process informing the other. Prior to analysis, all data from each dyad were combined into datasets (n=28). The Listening Guide was the primary analysis technique (Gilligan et al., 2005; Mauthner and Doucet, 1998; Bright et al., 2018) . It involved four readings of each dataset:
1. The first reading considered the stories within the data and the researcher's response.
2. The second reading explored how participants spoke of themselves, their actions, thoughts and feelings.
3. The third reading focused on how participants spoke of others and the relationship between themselves and others.
4. The fourth reading attended to the broader context surrounding the interactions.
I-poems (Gilligan et al., 2005) were constructed by combining statements which included personal pronouns such as "I" or "you" to help explore how people spoke of themselves and others. When such pronouns were absent or incorrect because of the aphasia, these were added in brackets, indicating the researcher's role in constructing the statement, e.g. " [I] hate what I do with her". These analyses were integrated into a written narrative, one for each patient-practitioner dyad (Gilligan et al., 2005) . Analysis across participants involved a process of synthesis and constant comparison guided by the question: 'how do rehabilitation practitioners engage people experiencing communication disability in stroke rehabilitation?'.
Tracy's (2010) quality criteria were used. Reflexivity was supported through the use of the Listening Guide and its requirement that the researcher explicitly identify their response to the data in Reading One, and memoing and discussion between researchers. Thick description, multi-vocality and crystallisation (drawing on multiple forms of data from multiple time points and multiple perspectives) aided credibility (Tracy, 2010) . Rigor was obtained by using a theoretically informed approach (Bright et al., 2018) , spending significant time in the field gathering rich data, using robust and transparent data collection and analysis techniques, which have been detailed elsewhere (Bright, 2016; Bright et al., 2018) .
Results
Engagement was a relational practice, evident when practitioners worked successfully and intentionally to engage people experiencing communication disability. Three practices were consistently present throughout their interactions: Practitioners wove these aspects together with technical, disciplinary-based work and rehabilitation tasks in a flexible, responsive way of working. This practice was underpinned by a relational philosophy. There was consistency between their philosophy, practice, and the patient's needs and priorities.
Valuing relationships and embedding relational work throughout interactions
Practitioners who consistently enacted relational practices argued the interpersonal relationship was the "cornerstone of therapy" [Margaret, allied health practitioner (AHP)].
Margaret continued: "I feel it's more your relationship with your patient that's useful than actually what you know and do", providing a springboard for other aspects of care, "[opening] the doors to future conversations. You can follow up more, you can ask different questions" [Myra, nurse] . Practitioners who worked in this way considered they had an active role in engaging patients and worked intentionally to develop relationships.
Developing an interpersonal connection was a key step in developing a relationship. One practitioner described the process saying:
We developed a strong relationship quite quickly We found a connection, that connectivity We just started sharing each other's stories We found points of interest I'd think "where is there a similarity between us?" She doesn't respond to what the patient says, instead she focuses on how she is saying it, acknowledging the agitation, distressed tone and tears. While they are talking, she sits back, leaning back in the chair, watching and listening. She makes eye contact. A brief touch on the hand when he expresses anger. Waiting two, three, four seconds before talking. There is silence, a lot of silence, letting the person talk. [Descriptive fieldnote, interaction between Ryan and Melody, nurse]
After that interaction, Melody commented: "I'm really listening to the things he says are important". Listening was an intentional, disciplined act which allowed a space for a connection to develop, for a patient (and/or family) to feel heard and understood, and was considered to have therapeutic value.
People experiencing communication disability valued their relationships with practitioners. A strong relationship helped patients feel known by the practitioner, with one commenting: "[rehabilitation] is about the patient, not how they do things" while another said: "they come in here and they know me". When patients perceived there was a strong relationship, they felt cared-about and cared-for. This was particularly important when patients struggled in rehabilitation. Ryan [patient participant] commented: "I hate what I have to do … but if it had to be with anyone, it should be with her. She always focused on you, she always said hi.
She treats you like a person, not a number." The relationship between the two parties helped create a therapeutic environment which supported engagement.
A hallmark of this relational approach to engagement was that practitioners embedded relational work throughout rehabilitation, combining both relational and technical, disciplinary-based work. Betty [patient] described this way of working as combining "professionalism and semi-professionalism [pointing to the heart]", as though professionalism refers to technical knowledge and skill while semi-professionalism pertains to relational aspects of practice. Relational work occurred through all interactions, formal or informal, scheduled or unscheduled. This contrasted with practitioners who appeared to spend a short period of time in self-described 'rapport building', a standalone act characterised by asking several questions about the patient and their recent activities, before then focusing on their disciplinary work. It also contrasted with practitioners who only interacted with patients during timetabled interactions such as therapy sessions or on days when they were the patient's named nurse, seemingly ignoring them if they saw them outside those times, such as passing them in the hall or dining room. When engaging relationally, the practitioner's communication was consistent throughout interactions across the episode of rehabilitation, making it appear a genuine, authentic way of working on the part of the practitioner.
When practitioners prioritised relationship building both within their talk-about-action (when reflecting on their interaction in interviews with researchers) and their talk-in-action (their observed actual interactions with patients), they were intentional and reflexive about their practice, attending to their ways of being and acting, and how this was interpreted. There was a lot of flapping around at the start. I know the family have been a bit disappointed with the care in the stroke unit -the last thing you want is to look like you don't know what you're doing … The first few sessions are all about getting them on board.
Another AHP commented on how she worked with a family member:
I'm trying to develop rapport and relationship with her so she feels ... I think she feels that people aren't on her side which isn't what it's supposed to be about … It's about trying to listen and I think keep her informed. I think that's what happening … I try and make sure I poke my head in … it only takes five minutes but it's so important. I think she feels really alone.
These detailed reflections contrasted with those offered by practitioners who had more difficulty engaging patients, or who rarely appeared to enact relational practices. Sometimes they assumed relationships would develop naturally, with one doctor commenting "I think that by having a good working relationship with [Betty] everyday, that we would naturally build a relationship. I don't think there's anything formal I would do." Others described themselves as relational and engaging yet their descriptions of practice were non-specific, with Harriet [AHP] saying: "I think [I am a] relational therapist. Obviously I focused on getting to know her and building that relationship". When asked for more detail about how she built a relationship or why she considered it important, Harriet struggled to provide more detail.
Her perceptions of her practice were not shared by her patient who considered there was no connection between them. The reflections of these practitioners were commonly broad statements consisting of assumptions while practitioners who consistently enacted relational practices offered detailed critique of their practice, purposefully and reflexively considering how they worked and how they could facilitate relationship development.
Getting to know the person: What matters and how to work with them?
When working intentionally and successfully to engage patients, practitioners prioritised getting to know the person, their personality, values, needs, concerns and experiences, to help them understand how they needed to work to engage the person in rehabilitation. They Relationships and patient priorities were backgrounded while the practitioner-prioritised tasks were foregrounded. Such tasks commonly reflected habitualised and often mandated patterns of work centred on assessment, goal-setting and discharge planning. When prioritising technical, disciplinary-based work, assessments dominated early interactions and shaped what the practitioner knew of the patient. They sought knowledge about facts about past and current functioning, deficits, and environmental factors that might impact the patient on discharge. Two inpatient AHPs described their early priority as "finding out information today … we needed to see her walk and get on and off the toilet". When asked about the patient's priorities, they responded "we didn't touch on those." While they planned to discuss these, one practitioner later commented "that's something I failed to look back on". When the starting point was 'what do I need to do?', the patient's needs could get lost. When technical, disciplinary-based work was prioritised and relational and engagement-oriented work was absent, this appeared to negatively influence patient engagement. You're working on what they've described as being important I'm here to try and help them with strategies To get them to where they want to go is more important Toileting and showering are things that are important Ryan's always been very dignified, well-presented He's a proud man, it's about helping to give him his dignity back [i-poem, Catherine, AHP] Catherine's conversations informed what she did and how she worked with him. She combined both technical, disciplinary-based work (addressing independence with personal cares) and relational work (listening and taking time to talk), responding to Ryan's needs.
When enacting relational practice, practitioners combined their knowledge of the patient's experiences and priorities, and their own technical, disciplinary-based expertise to match their way of working to the patient's needs.
Some practitioners considered goal-setting was a technique for getting to know the patient and inform rehabilitation, as well as "helping the patient feel motivated" as Kelly [AHP] said.
The processes could be confusing or hidden for patients. Practitioners often assumed patients understood the goal-setting process and why it was being done, with Kelly [AHP] saying "I think she probably realised [why we did goal-setting]". The patient expressed bemusement, saying she didn't understand what was happening or why. Patients were not always involved in the process. In In many instances, goal-setting appeared to a servicemandated process rather than something meaningful for patients. Instead, conversations which explored who the patient is and what is of value and meaningful to them appeared more engaging, and were a hallmark of a relational approach to practice.
Communicating to engage through supportive relational dialogue
Communicating in ways that enabled patients to both understand what was happening and express themselves within interactions appeared crucial for engagement. One patient described his comprehension difficulties as his "biggest issue" in engagement, saying "I couldn't understand what was actually happening". Patients talked of needing their "views [to be] understood", and of "being able to say what matters". This was important as rehabilitation needed to be meaningful and valued by the patient if they were to become and remain engaged.
Practitioners who successfully and intentionally engaged people in rehabilitation wove supported conversation techniques throughout their interaction:
Catherine:
I saw that cool picture in the dining room (referring to Ryan driving a racing car 
Enacting engagement as a relational practice: A summary
Central to a relational approach to engagement were the practitioner's professional values and philosophy of practice:
I'm just walking alongside him and the family It's a person-centred approach to practice Empowering him Showing him that I am here to walk We're helping with rehab but we shouldn't be calling all the shots We shouldn't be telling people what to do anyway It's us together not us and them We're not here to have a different perspective to them. (Lequerica and Kortte, 2010; Lequerica et al., 2009) , instead foregrounding the practitioner and the relationship between the patient and practitioner. Viewing engagement as relational and co-constructed (Bright et al., 2017 ) is consistent with a growing body of literature which argues for the centrality of relationships in rehabilitation and clinical practice (Douglas et al., 2015; Worrall et al., 2010; Kayes et al., 2015) .
Our research highlights the tensions in enacting relational practices. One key tension arises
from ideas of what work is valued and legitimised in rehabilitation, which both reflected and influenced a person's philosophy of practice. Many practitioners gave primacy to assessment and treatment, reflecting a 'technical-rationalist' approach which dominates the medical model of care and has influenced what knowledges and practices other professions prioritise (Byng et al., 2002; Trede and Higgs, 2008) . Accordingly, technical, disciplinary-based work is prioritised in rehabilitation practice, research and clinical guidelines (Whyte and Hart, 2003; National Stroke Foundation, 2010) while limited attention is given to the practitioner's role in influencing rehabilitation processes and outcomes . We suggest it is
important to consider what is excluded when technical, disciplinary-based work is given primacy, and what this might mean for patient engagement.
Patients in this research consistently reported that working on what is meaningful and having the sense that rehabilitation is adding value was important in engagement, something also evident in the rehabilitation and communication disability literature (e.g. McPherson et al., 2014; Armstrong et al., 2012; McLellan et al., 2014) . While rehabilitation services commonly have structured assessment and goal-setting processes, our research suggests these did not necessarily facilitate engagement. We suggest our findings could prompt practitioners to reflect on how these mandated and often taken-for-granted
processes occur, what is achieved through current processes, and whether these truly help identify what is meaningful to patients. Our research indicated that authentic informal interactions over time with the practitioner getting to know the patent, identifying and acting on what the patient considered important were key to engagement, reflecting a person-centred approach to care (Bright et al., 2012) . The starting point of 'who is this person and how do I need to work with them?' appears to be an important starting point in this relational approach to engagement, recognising that each patient may have different needs and priorities for rehabilitation.
Relational communication was a core component of relational practice. It was constitutive, facilitating relationships and engagement and helping people develop a sense of safety with, and trust in their rehabilitation practitioners. Inherent in relational dialogue was a sense of "openness-to the other" (Frost, 2010) , being open to hearing the other, understanding their perspectives, and changing their way of being-with and working as needed. Relational dialogue was a creative approach to communication tailored to the communicative, emotional and relational needs of the patient. Small talk, interactional flow and active listening were crucial, creating a sense of solidarity and alignment, a shared understanding and sense of being together (Burnard, 2003) . Relational communication was collaborative (Togher, 2013) and authentic (Hersh et al., 2017) , reflecting principles of communication support (Simmons-Mackie, 2013 
Clinical implications
The findings of this research have a number of clinical implications. Viewing engagement as relational and co-constructed in nature should prompt practitioners to explicitly attend to patient engagement and their role in this (Bright et al., 2017) . Drury and Munro (2008) proposed practitioners should view themselves as hosts, valuing the act of manākitanga 1 . 
Limitations
A more diverse combination of participants may have provided additional insights into engagement practices as the participants were not fully representative of the stroke patient population nor rehabilitation professions. While observations provided rich insights into how practitioners engaged people experiencing communication disability, practitioners may have modified their behaviours as a result of the observational method. However, as their actions likely reflected how they thought they should act to facilitate engagement (Gwyn, 2002) , the data still provide insight into engagement practices. This research focused on engagement processes and practices within the patient-practitioner dyad. Attending to the sociocultural context in which rehabilitation occurred might have provided a more nuanced understanding of practice. Finally, there is an inherent assumption that engagement is good and necessary. It is not known if engagement is necessary with every practitioner, or perhaps if it is important with some key practitioners. Further research should continue to develop the conceptual base for engagement, to explicate core components of engagement, and examine the relationship between engagement and outcomes.
Conclusion
This research has contributed new understandings of engagement. Elucidating the 
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